Sir,

A rare case of unusual sharp metallic foreign body of bronchus, which was a piece of sharpener blade, is reported. Accidental inhalation of both organic and nonorganic foreign bodies continues to be a cause of childhood morbidity and mortality.\[[@ref1]\] Sharp foreign bodies can cause erosion, perforation of the tracheal and bronchial wall or can get embedded in it. Foreign bodies perforating the trachea ordinarily results in surgical emphysema or respiratory distress. Tracheoesophageal fistula have been reported.\[[@ref2]\]

A 3-year-old male child was referred to our institute with a history suggestive of sharpener blade aspiration for 3 h. There was no history of vomiting, respiratory distress, or any bleeding from mouth. On examination, his vitals were stable, and he was breathing normally with no respiratory distress or cyanosis. On chest auscultation, air entry on the left side was diminished as compared with the right side with no stridor or wheeze. On basis of history and physical examination, foreign body aspiration was suspected, and a chest X-ray postero-anterior view was done, which revealed a radio-opaque foreign body in the region of the left main bronchus \[[Figure 1](#F1){ref-type="fig"}\].

![X-ray chest shows a radio-opaque foreign body (piece of sharpener blade) inhaled accidentally by a 3-year-old child](LI-34-102-g001){#F1}

Rigid bronchoscopy revealed a piece of sharpener blade in the left bronchus that was impacted but not completely blocking the distal airways. The surgeon was able to grasp the FB with forceps and bronchoscope; forceps and foreign body were removed together. It was rusted sharpener blade piece measuring the size of 1.1 cm × 0.6 cm × 0.1 cm \[[Figure 2](#F2){ref-type="fig"}\]. After removal of the foreign body, bronchoscope was reintroduced looking for any airway mucosal injury and revealed no abnormality. The postoperative period was uneventful, and a chest X-ray was done postbronchoscopy to exclude the presence of pneumothorax or mediastinal emphysema.

![Image showing foreign body (rusted sharpener blade piece) measuring size approximately 1.1 cm × 0.6 cm × 0.1 cm](LI-34-102-g002){#F2}

The diagnosis and treatment of children with a foreign body in the respiratory tract requires a high degree of suspicion. A negative history is present in about 15% of cases of foreign body aspiration; hence, a good clinical suspicion, physical examination, and chest X-ray could make it possible to diagnose the case.\[[@ref1]\]

A foreign body aspirated into the air passage can lodge in the larynx, trachea, or bronchi, of which 80--90% are found in the bronchi because their size and configuration. Larger objects become impacted in the larynx or trachea, at times causing complete obstruction, an emergency. In adults, bronchial foreign bodies tend to get lodged in the right main bronchus because of the angulation, but the angles made by the main stem bronchi with the trachea are identical until the age 15 years; therefore, foreign bodies are found on either side with equal frequency in patients in this age group.\[[@ref3]\]

The main symptoms associated with aspiration are suffocation, cough, excessive sputum production, cyanosis, or difficulty in breathing. The management of inhaled foreign body depends on the site of impaction of a foreign body. Laryngeal and subglottic foreign bodies need urgent intervention in the form of tracheostomy or urgent bronchoscopy, whereas foreign bodies in the right or left main bronchus cause comparatively less airway problem.\[[@ref4]\]

The organic foreign bodies have a tendency to readily immobilize causing severe mucosal inflammation and edema of the tracheobronchial mucosa resulting in total occlusion of the airway. On the other hand, inorganic foreign bodies are generally inert, and these may migrate even when they have been aspirated a long time previously.\[[@ref5]\]

As most inhaled foreign bodies are radiolucent, clues as to their location on radiographs depend on the secondary signs of complete or partial airway obstruction. The plain chest X-ray reveals radio-opaque foreign bodies in 23.56% of all patients with foreign bodies\' inhalation, and many chest radiographs may have completely negative findings, especially within the first 24 h following aspiration.

The ideal means of foreign bodies\' removal are rigid bronchoscopy under general anesthesia with the removal rate of 97.2% of patients with trachea-bronchial foreign bodies.\[[@ref5]\]

For multiple pointed objects or objects with sharp cutting edges, a large diameter rigid bronchoscope can be used to protect the mucosa. No such protection is possible with the flexible endoscope, and there is a significant risk of bronchial and tracheal laceration and perforation during extraction of such a foreign body with a flexible endoscope.

A chest radiograph should be obtained following bronchoscopy to exclude the presence of pneumothorax or mediastinal emphysema.

Foreign body in pediatric airway is a potentially life-threatening situation, which requires emergency endoscopic removal. Sharp and pointed foreign bodies in bronchus can result in potentially fatal complications. Furthermore, the sharp foreign body may migrate from one main bronchus to other and produce respiratory obstruction of the previously normally ventilating lung.
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